Aim: The aim of this study was to determine nurses' knowledge and attitudes towards pain assessment for people with dementia in a nursing home setting.
INTRODUCTION
Over the next 40 years, it is anticipated that globally it is anticipated the number of dependent older people will increase signficantly with from 101 million in 2010 to 277 million by the year 2050. Of these approximately 50% of this population experiencing will experience some form of dementia (Alzheimer's Disease International, 2013) . Within the UK there has been a significant shift in health and social care services from hospital to community informed by policy following local strategic reform in order to provide an equitable service (DHSSPSNI, 2011; DOH, 2012) . This presents challenges for long-term care settings not only due to the increasing prevalence of the older people but also and the existence of co-morbidities (European Commission of Health, 2013) . It is estimated that 80% of residents in nursing homes have a form of dementia or cognitive impairment (Alzheimer's Society, 2009). The challenge for nursing homes is to provide quality care through effective symptom management for people with dementia.
Research suggests that whilst The experience of pain is highly prevalent among nursing home residents (Pautex et al, 2005; Asghari et al, 2006; Leoang and Nuo, 2007; Horgas et al, 2008) , and it is often not recognised and under treated in people with dementia (Closs et al, 2004; Husebo et al, 2008; Reynolds et al, 2008) . People with dementia can lose the ability to self-report pain (Herr et al, 2006) , it is therefore the role of the nurse to identify and appropriately assess pain in order to provide effective treatment. This requires nurses to have sufficient knowledge and training in the assessment and management of pain for people with dementia however research suggests there are deficits in this area (Jones et al, 2004; Zwakhalen et al, 2007; Barry et al, 2012; Barry et al, 2013) . The purpose of this research is to determine the knowledge and attitudes of registered nurses working in a nursing home setting towards pain assessment in residents with dementia.
BACKGROUND
There are numerous definitions of pain which collectively suggest that it is a complex phenomenon, which presents as an unpleasant sensory experience which is uniquely individual 1990; Bonica; 1990; Merskey and Bogduk, 1994) . It cannot be adequately defined, identified, or measured by the observer due to the subjectivity of the experience. Therefore pain has often been defined as 'pain is what the patient says hurts' (Forbes and Faull, 1998) .
When pain is not treated effectively is can cause not only physiological responses, such as Pain which is ineffectively treated has the potential to cause physchological responses such as fear, anxiety and depression, and impact on. It can also affect activities of daily living, such as mobility, appetite and sleep. Unrelieved pain can also result in an individual experiencing distressing cognitive impairment, such as disorientation, mental confusion and a reduced ability to concentrate (Riva et al, 2011) . For individuals with existing cognitive impairment such as dementia, the experience of pain can manifest into behavioural disturbances such as agitation and aggression (Cohen-Mansfield, 2004) . This can lead to increased distress not only for the individual but also for their care givers (Husebo et al, 2008) . According to Nygaard and Jarland (2005) , pain in people with dementia can often be undetected with anti-psychotic drug use being first line for the management of agitation (Husebo et al, 2011) . Therefore it can be argued that the overall effective management of undiagnosed pain can reduce behavioural disturbances and distress (Calvin, 2011; Husebo et al, 2011; Ahn and Horgas, 2013) .
Pain assessment in people with dementia is particularly challenging due to the difficulty for the individual remembering their pain, interpreting the question and maintaining information (Scherder et al, 2005; Cohen-Mansfield, 2005) . Therefore assessment of pain in dementia largely relies on emotional and behavioural observation, as individuals lose the ability to self-report pain (Monroe et al, 2012 ).
There are a number of tools are available for the assessment of pain in dementia (Morello et al, 2007; Lin et al, 2011) , but the quality and utility of these tools have been widely debated (Buffum et al, 2007; Fuchs-Lacelle et al, 2008; Cohen-Mansfield, 2013 ). Nurses play a key role in the management of pain through the utilisation of pain assessment tools, behavioural observation, and analgesic choice; however it has been identified that lack of knowledge, training and negative attitudes towards pain in dementia has been a barrier to effective pain management (Jones et al, 2004; Zwakhalen et al, 2007; Barry et al, 2012; Barry et al, 2013) . Therefore there is a need to examine nurses' knowledge and attitudes towards pain assessment for people with dementia.
AIM:
The aim of this study was to determine nurses' knowledge and attitudes towards pain assessment for people with dementia in a nursing home setting.
Objectives:
1. To explore nurses' knowledge about pain assessment for people with dementia.
2. To determine the factors that may influence their knowledge and attitudes towards pain assessment for people with dementia.
3. To identify nurses' current level of training and education in pain and dementia.
4. To explore the perceived barriers of effective pain assessment.
5. To make recommendations for future learning and practice development in nursing homes settings for pain assessment for people with dementia.
METHODS

Design:
A cross sectional survey design was used for the proposed study to determine current knowledge and attitudes to pain in dementia. The data was collected over a period of four weeks with nurse managers acting as link nurses for the local distribution of the questionnaires.
DATA COLLECTION
The three-part questionnaire was adapted from a previous study conducted by Barry et al (2012) focusing on nurse managers' knowledge and attitudes to pain in nursing home residents with dementia (Table 1) . Section one recorded demographic information and general information regarding pain assessment in the nursing home. Section two consisted of 27 statements divided into four parts, each of which concerned with a different aspect of pain in residents with dementia. These included statements in which the participant indicated how strongly they agree or disagree using a Likert scale. Section three adopted an open ended question style to record the participant's current level of training and identified areas of future learning and development. Face and content validation of the questionnaire was undertaken through peer review and was previously determined by Barry et al (2012) .
Insert table 1
SAMPLE
The sample was for this study comprised of registered nurses who were working in nursing homes in a targeted area of a health care trust in a region in the UK. It was noted that there were 51 nursing homes in total in the Health care Trust, regulated and inspected by the Regulation and Quality Improvement Authority (RQIA). Owing to limitations of time and resources it was decided to restrict the distribution of the questionnaire to a focused geographical area. This smaller geographical area comprised 17 nursing homes with a target population of ninety-six registered nurses.
The inclusion criteria included: identified aimed to target registered nurses who had[smc1] experience working in a nursing home setting; who had been working in the home for at least 6 months, inducted into the home and therefore should have been familiar with nursing home policies and guidelines; and would regularly care for people with dementia. Exclusion criteria included: Nursing home managers were excluded as it was considered they fulfilled a different role with regards to pain management and research that had been conducted with this target group previously . Agency nurses/ Bank Nurses/ & nurses working learning disability units. This was because were also excluded, as they may not regularly care for residents with dementia Data collectionTo ensure feasibility a small pilot study consisting of one nursing home was undertaken.from the Eastern area of the Health care Trust was completed over a 2-week period with one telephone reminder at the end of week one.The data was collected over a period of four weeks with nurse managers acting as link nurses for the local distribution of the questionnaires. The participant information sheet and questionnaires was distributed to all nurses in each homes nursing to enable participants to decide if they are eligible and willing to complete it. Completed questionnaires were returned in a stamped address envelope to ensure confidentiality and anonymity. To ensure an adequate response rate a weekly telephone reminder to each of the participating nursing home managers was initiated at the end of week two.
To ensure feasibility a small pilot study consisting of one nursing home from the Eastern area of the Health care Trust was completed over a 2-week period with one telephone reminder at the end of week one.
DATA ANALYSIS
Data was Information collected from the questionnaire was coded and entered into Statistical Package for Social Sciences (SPSS) software for analysis. The use of nonparametric statistics such as crosstabulations identified relationships between the independent variable such as age; years of experience; years working in nursing home, against the mean belief score. The use of Kruskal-Wallis and Mann-Whitney tests identified differences between place of education, training, experience and the use of pain guidelines. Open-ended questions from the questionnaire were content analysed for themes using thematic analysis.
ETHICAL CONSIDERATIONS
The survey assured anonymity and confidentiality for the participant. Informed consent was implied through the participant's completion and return of the questionnaire. Ethical approval was obtained from the University ethics committee prior to the beginning of the study.
RESULTS
A total of 32 questionnaires were returned, providing a response rate of 33% (32/96).
Demographic data
The majority of respondents were female (n=27) with an average age of 41 years and most had received their nursing education outside the United Kingdom or Ireland (n=20). Most of the respondents were band 5 registered nurses (78%) working full time (84.4%) in private nursing homes, with an average of 8.6 years experience working in this setting. The respondents had an average 18.4 years experience from qualification (ranging from 2 to 39 years) and an average of 7.5 years caring for older people with dementia. It was found that 96.6% of the nursing homes provided care for residents with dementia, with 68.8% of respondents identifying the routine use of pain treatment guidelines in these homes. (Table 2 ) However, when identifying pain treatment guidelines respondents commonly reported the use of the Abbey pain scale.
With regards to knowledge it was found that the nurses score ranged from 63 to 87 out of a possible 100, with a the mean total score of 74. This indicated an overall good knowledge base in relation to the assessment and management of pain in residents with dementia.
Insert table 2
Presence of Pain in Dementia
It was identified that 50% respondents considered that pain was not a natural consequence of aging. It was found that nurses who had more experience caring for people with dementia (p=0.563) and those who were qualified longer did not agree that pain was a consequence of age (p=0.731). However, using crosstabulations these findings were not statistically significant. A large proportion of respondents (n=23) felt that dementia could affect the physiological processing of pain and that the perception of pain in dementia was different to that of a cognitively intact resident (n= 12). The majority of respondents (n=29) also recognised that pain in residents with dementia may be evident through a change in behaviour. There was however uncertainty and disagreement that residents with dementia are more likely to experience pain than cognitively intact residents (figure one).
Insert figure 1
Pain Assessment
Most respondents (n=29) recognised the difficulty in identifying pain in residents with dementia. The majority of respondents (n=25) thought that people with dementia could not accurately provide a self-report of pain. There was uncertainty in the use of pain assessment tools; whilst the majority of respondents (n= 27) were aware of the use specific pain assessment tools for people with dementia, it was found that they were not routinely used in some nursing homes (n=6). Nurses who routinely used pain assessment guidelines demonstrated a stronger knowledge of pain assessment in dementia than nurses that did not use guidelines (p=0.287), however with the use of Mann Whitney test this does not appear statistically significant (p=0.287), There was also some disagreement or uncertainty from respondents (n=8) over the non-use of standard pain assessment tools for residents with cognitive impairment. The majority of respondents indicated the use of the Abbey Pain Scale for residents with dementia, however some respondents also suggested the use of the Abbey pain scale for residents with no cognitive impairment. All respondents recognised the importance of physiological indicators of pain when assessing residents with dementia. The majority of nurses (n=28) also identified the importance of family/care givers report when assessing pain in dementia. (Figure 2) Insert figure 2
Management and treatment of pain people with dementia
Most nurses (n=29) felt strongly that residents with dementia who were experiencing pain should be managed differently to cognitively intact residents. The majority of nurses (n=28) agreed that the treatment of pain in dementia should follow a step-wise approach. , Hhowever almost one third of nurses (31.3%) were uncertain whether optimal pain treatment was achieved with regular analgesics. Respondents were also unsure about the safety of using opioids in residents with dementia in regards to increased risk of side effects and addiction. Respondents who had not attended training over the past 2 years were less sure of the management and treatment of pain in dementia (p=0.065). Nurses who had received their training in Australia (n=2) and the UK (n=12) had the highest mean belief score in relation to optimal pain management in dementia. Most respondents (n=29) agreed that non-pharmacological methods of pain control are useful in the management of pain in dementia. (Figure 3) Insert figure 3
Perceived barriers to optimal pain management
Respondents had a high level of agreement with the perceived barriers to optimal pain management (table 3). The most common barriers identified were poor staffing levels within the care home (n=29) and lack of time to effectively assess pain (n=26). The longer the nurses were employed within the nursing home the stronger agreement to the perceived barriers to effective pain assessment (p=0.903), however, using crosstabulations this relationship is not statistically significant. Following the use content analysis respondents also identified that residents with dementia can lacked understanding in relation to their pain management resulting in refusal of analgesia and increased resident anxiety. Respondents also identified lack of GP support and pain treatment delays as barriers to effective pain management table 3)..
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Training and education
It was found that most of the nurses (n=20) had received training on pain in people with dementia. Courses attended mainly included palliative care training sessions provided by the community palliative care facilitators or training by local hospice services. Nurses who had received training on pain in dementia scored higher in relation to the management and assessment of pain than nurses who had not received any training (p=0.039). For those who had not received training they identified lectures (26.6%), study days (25%) and distance learning (16.7%) as the best methods of facilitating learning. When nurses were asked to identify their learning needs; pain management at end of life in dementia, knowledge of analgesic choice, and a better understanding pain assessment tools were had been identified. Some nurses also suggested the need for better quality education on dementia care and pain management.
Discussion: Overall the majority of nurses had good knowledge about in relation to the assessment and management of pain in residents with dementia. This study highlighted some reservation among nurses over analgesic choice, the safety of opioids, and suitability of pain assessment tools in residents with dementia. These findings are similar to international studies (Zwakhalen et al, 2007; Barry et al, 2012; Brorson et al, 2014) which emphasises need for clear guidance and training for nurses caring for nursing home residents with dementia. Whilst these findings are similar reflect similarly to international studies; this study has further identified the lack of interdisciplinary support and communication as barriers to effective pain management.
The findings from this study showed It is apparent from this study that nursing home nurses were aware of the importance of behavioural cues when assessing and identifying pain in people with dementia. When asked about how nursing home staff assess pain forin residents with dementia; the majority identified agitation, loss of appetite, reduced mobility, change of facial expression and vocalisation as pain indicators. Respondents also appeared to have a good knowledge of the pain experience of residents with dementia that is similarly indicated in the literature (Barry et al, 2012; Chang et al, 2011) .
Previous studies have indicated that amount of experience and length of time qualified are important influencing factors on nurse's knowledge and attitudes of nurses (Cohen-Mansfield and Creedon, 2002; Chang et al, 2011; Barry et al, 2012) .
Whilst a similar finding was noted this aspect was not statistically significant in this area. This may indicate that nurses have a good awareness of the presence of pain in people with dementia, which is not influenced by nurses' experience. Although nurses may recognise the importance of pain assessment in dementia; studies suggest they lack confidence in distinguishing between pain and other problems such as delirium resulting in the misdirection of treatment (Martin et al, 2005; Cohen Mansfield and Creedon, 2002; Kovach et al, 2000) .
It was found that the nurses in this study considered that traditional models of pain assessment tools could not be used for residents with dementia. Rather they indicated that dementia specific pain assessment tools, such as the abbey pain scale, [smc2] were being used for residents with no cognitive impairment. It is also noted in this study that pain assessment tools are not regularly utilised in clinic practice (18.7%), which has been also identified in previous studies (Kaasalainene et al, 2007; Martin; ).
An effective assessment requires the use of an adequate pain assessment tool specifically designed for dementia. There are a number of validated pain assessment tools for people with dementia (Lin et al, 2011; Morello et al, 2007) however the quality and utility of these tools have been widely debated (Cohen-Mansfield, 2013; Fuchs-Lacelle et al, 2008; Buffum et al, 2007) . Nurses expressed the need for better and more accessible pain assessment tools in practice. This is similar to the international studies in this area (Martin et al, 2005; Barry et al, 2012 ). Yet whilst the need for tools is advocated this needs to be supported with training and education, not only in the use of the tools but for evidence based guidelines to change clinical practice.
It was interesting to note that the nurses who had received recent training from local hospice services or educational facilitators had a better understanding of optimal pain management in residents with dementia. When asked about types of education provision nurses indicated the need for formal education, seminars and courses on pain management in dementia. These approaches are not available to staff on [smc3]a regular basis. It was also interesting to note that all formal education received had no cost implications for nursing homes which may suggest issues of limited resourcing.
Studies have identified limited resources as barriers to effective pain management of nursing home resident (Kaasalainene et al, 2007; Brorson et al, 2014) . Ideally, better resources would allow for more time for education and the implementation of training in clinical practice. This emphasises the need for on-going support and education for nursing home staff by local trust services; however, this must be tailored to meet the needs of long term care settings. Whilst pain education programmes have been attempted in care homes (Neville et al, 2006) , staff shortages and high turnover staff remains an impediment to education and training in long term care facilities.
International studies have identified similar findings (Kaasalainen et al, 2007; Brorson et al, 2014) . It is also interesting to note that the majority of staff in this study consisted of overseas nurses whose prevalent language may not have been English. This highlights the need for continued facilitation of education programs tailored to meet the needs of staff diversity in this care setting.
The barriers to effective pain assessment most commonly identified in this study relate to time constraints, staff shortages and high workload pressures. This is an emergent theme in several previous studies (Barry et al, 2012 , Kaasalainene et al, 2007 Martin et al, 2005) . Nurses feel that they have a limited amount of time to accurately assess pain and review treatment (Martin et al, 2005) . Time constraints and work load pressures can cause lack of continuity and poor knowledge transfer between staff (Kaasalainene et al, 2007) . This has implications on the overall quality of care. Greater workforce stability is required in order to provide continuity of care and increase the likelihood of successful pain detection and assessment. When asked about further barriers nurses identified issues regarding incorrect prescriptions, prescription delays and the lack of GP support in achieving optimal pain management.
These findings have been mirrored in previous studies (Blomqvist and Hallberg, 2001; Barry et al, 2012) . This highlights the need for better co-ordination and communication of patient care. The use of communication templates specifically focusing on pain assessment, and interdisciplinary flow charts has been recommended to help improve multidisciplinary collaboration (Kaasalainen et al, 2007) .
Limitations:
The limitations of self-report surveys need to be acknowledged, recognising that it was possible the nurse responded in ways that reflected best practice rather than what they actually do. Also the low response rate of 33% needs to be acknowledged. Nevertheless, it can be argued that this reflect the experience of similar studies conducted in this area. Other potential limitations relate to the questionnaire itself, as whilst it was subject to content validity and was adapted from a previous study it was not tested formally for reliability. This is particularly relevant to estimates of attitude.
Conclusions: Nurses recognized that they couldn't rely on traditional models of pain assessment in dementia; instead they must consider pain indicators such as changes in mood and behavior to provide an accurate assessment. It has been identified knowledge deficits for nurses in relation to the use of pain assessment tools and the optimal treatment of pain in dementia. This study also revealed that limited staffing, lack of interdisciplinary support and workload pressures were are there is a need to explore opportunities for better support and greater resources to improve the quality of care for nursing home residents with dementia.
